
Prior to your appointment, please fill out and email to: info@rosewayvet.com

Client Full Name: 							        Patient Name: 					                            

Best # to reach you: 			                       	  Secondary # to reach you: 					         	       

Name of previous hospital (for new clients only): 					                			                                           

Previous hospital phone: 				     Name of previous veterinarian:                                                                                                                   

To save time, please have your previous veterinarian send your pet’s records to info@rosewayvet.com.

HISTORY:

Your pet’s current problem(s): 								                                                                                        

Onset and frequency of problem(s): 								                                                                                        

Has a similar problem happened in the past? 						                                                                                      

Does your pet require anti-anxiety medications prior to veterinary exam or treatments (if so please list the type/frequency/schedule):   	
					                                                                                                                                                                                                                                             

Is your pet experiencing/has recently experienced any of the following:

 Coughing    Sneezing    Vomiting    Diarrhea    Increased Drinking/Urination

 Change in Appetite:    same    better    worse

Diet (please list type/frequency/schedule/treats): 								                                                                                        

					                                                                                                                                                                                                                                             

MEDICATIONS:

Does  your pet take medications or supplements (please list type, does, etc): 								      

Parasite preventatives (please list brand/frequency): 								                                                                                        

Do you need refills of any prescriptions or preventatives today: 								                                                                                        

AUTHORIZATIONS 

	  Please call me with an estimate before any diagnostics or treatments are performed. (please initial)

	  I do not need an estimate and authorize all recommended diagnostics and treatments. (please initial)

Patient Intake Form

DUE TO THE COVID-19 CRISIS, WE ARE NOT ALLOWING CLIENTS IN THE HOSPITAL. 
PLEASE CALL US WHEN YOU ARRIVE AND REMAIN IN THE IMMEDIATE AREA DURING 

YOUR PET’S APPOINTMENT

503.446.2450  •  rosewayvet.com  •  6920 NE Sandy Blvd., Portland, OR 97213  •  info@rosewayvet.com
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